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Abstract 
Introduction: Quality of Life of renal insufficient patients cannot be evaluated only on a partial basis, but rather as whole human 
beings, with their individuality, particularly in their health, social and economic, psychological, emotional, familial and 
environmental status. Our aim: to assess the quality of life of haemodialysis patients in their variable contexts such as, personal, 
sociological, physiological, social and emotional lives. Methods: A cross-sectional study was conducted in 4 treatment units in 
the centre of Portugal. Data collection was carried out by questionnaire divided into various scales and applied to 160 
haemodialysis patients. Results: Age, overall anxiety and extroversion are predictive factors of physical functions. Social-
economic levels, age anxiety and extroversion are relative physical functions. Cognitive anxiety, haemodialysis time, age and a 
sense of responsibility/demand are predictors of pain. Somatic anxiety, duration of haemodialysis, extroversion and financial 
support are predictors. Extroversion, cognitive anxiety, age, and total social support are predictors of vitality. Total social 
support, family Apgar, age and somatic anxiety are predictors of social functions. Social-economical levels, age and 
physiological performance . Neurological stability is the only predictor of mental health. Age and overall anxiety predicted health 
changes. Social-economical levels, cognitive anxiety, age and extroversion were general predictors of overall quality of life. 
Conclusions: We would like to point out through these results, the importance this type of research, in that it has given some 
contribution to the quality of life of haemodialysis patients. 
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1. Introduction 
 
Renal dysfunction is a clinical syndrome characterised by a decline in kidney function with accumulation of 
metabolites and electrolytes, which can be subdivided into acute renal insufficiency (ARI) and chronic renal 
insufficiency (CRI) according to the length of time of the pathology’s development. Approximately 60% of the 
dysfunctions are asymptomatic (nonoliguric) and can lead to delayed diagnosis (Nogueira & Oliveira, 2006). The 
reality of patients’ lives with chronic renal failure on haemodialysis is fraught with physical changes which impose 
limitations on daily living and require adaptation (Machado & Car, 2003). Decreased quality of life (QOL) is a well-
known consequence of chronic kidney disease (CKD). Factors influencing the quality of life and functional health 
later life are poorly identified (Seidel, Gronewold, Volsek, Todica, Kribben, Bruck & Hermann, 2014). Today, 
despite remarkable advances in haemodialysis patient care, quality of life (QOL) for these patients is still 
unsatisfactory (Shahgholian, Eshghinezhad & Mortazavi, 2014). 
In practice, it is currently known that there is a great concern with early diagnosis and appropriate treatment of 
patients with CRF on the part of nephrologists. Substitution treatment is being proposed as far as possible when the 
patient still retains a good general condition and has not developed complications. This is because, in addition to 
preventing further suffering to the patient and family, preserving the general condition contributes to treatment 
success. Nevertheless, it is also known that the treatment of these patients is not a treatment to promote healing, 
which is unfeasible, but rather to maintain life. And from the various existing methods, haemodialysis as an 
alternative to renal transplantation is the most widely used renal replacement treatment.   
The fact is that the introduction of new technology, the sector’s restructuring, the renewal of equipment and the 
improvement of infrastructure has been a concern for both patients and the professionals working with them. 
However, improvements to quality of life of CRI patients cannot be assessed only on the basis of partial aspects, but 
rather as whole human beings, with their individuality, particularly in their health, social and economic, 
psychological, emotional, familial and environmental status.  
Identifying and correcting factors that have a negative impact on the quality of life of haemodialysis patients, 
should, in fact, be one of the primary concerns of those working with them, from health professionals to their 
families to their communities and society in general. 
 
 
2.  Problem Statement 
 
There seems to be no doubt about the responsibility of nursing in influencing of people’s quality of life (Martins, 
França & Kimura, 1996; Silva, Souza, Francioni & Meirelles, 2005). In fact, given the holistic nature of the nursing 
profession, many of their objectives are directly related to the quality of life of individuals and the community at 
large.  
Moreover, from the controversy around the concept of quality of life related to health and well-being, some 
researchers have begun working the concept of subjective well-being, also designating it, psychological well-being. 
As such, we consider it pertinent here to address “quality of life,” since, in our opinion, all aspects that relate to the 
individual’s well-being are necessarily associated with their quality of life. 
3. Research Questions 
What is the relationship of quality of life (in its various dimensions) with socio-demographic, clinical, psychosocial 
and personal variables? 
4. Purpose of the Study 
To determine the influence of certain socio-demographic, economic, family, psychological and emotional 
factors on the quality of life of chronic renal insufficient patients undergoing haemodialysis treatment. 
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5. Research Methods 
We designed a cross-sectional, descriptive and correlational study. We established a protocol that includes: 
individual data, the Graffar Scale (Grumberg, Esquivel, Sitkewich & Farias, 1981), the social support instrumental 
scale (Paixão & Oliveira, 1996), the family Apgar (Smilkstein, 1978; Gil de Morais, 1988), the clinical self-concept 
inventory (Vaz-Serra, 1986), the cognitive-somatic anxiety scale (Silva, Azevedo & Dias, 1994), the Eysenck 
Personality Inventory (Silva, Azevedo & Dias, 1995), the health status questionnaire, SF-36 (Ferreira, 2000a, 2000b; 
Ferreira & Santana, 2003). Data collection was undertaken by several observers and interviewers, who were given 
the required information to implement the protocol in each treatment unit. 
A non-probability convenience sample selected based on haemodialysis patients in four public and private 
haemodialysis units in central Portugal was used. We requested permission to conduct the study from the directors 
of these treatment units. We made a commitment that complete confidentiality, whatever the results, would be 
guaranteed and that, if accepted, the entire study would be developed so as not to disrupt the service’s normal 
functioning. Having obtained the required consent, we proceeded to the units, where the protocols were applied to 
our sample with the desired responsiveness and with the collaboration of all nurses. 
 
6. Findings 
This was a sample of 160 patients on haemodialysis, 55% male and 45% female with ages varying between 19 
and 89 years, with an mean age of 61.92 (SD=16.36 years). With regard to marital status, 60.6% are married, 
followed by 18.1% widow(er)s. 60% have primary education.76,6% are retired.  , 11.1% females and 6.8% males 
are employed full time. 62.5% dwell with their spouse, 16.9% with others and 11.3% with their children. In 
socioeconomic terms, 57.5% are in the middle class followed by 23.8% in the lower class and in the 18% 
middle/upper middle class. Haemodialysis treatment ranges between 1 and 20 years, with an average of 4.6 years. 
32.5% have been on haemodialysis for more than five years. With regards to transplants, 10% have already had one. 
The number of hospitalizations to which dialysis patients were submitted in the last two months also reveals their 
quality of life. We found that only 8% of men and 11.1% women experienced one or more hospitalizations. In order 
to assess how they perceive social support, the results indicate that for emotional/relational aspects the minimum 
score was 8 and the maximum, 30 with a mean of 21.61. As for financial support, the minimum and maximum 
values ranged from 3 to 15, with an average of 8.72. The factor sense of responsibility and demands, the scores were 
6 and 25 respectively, with a mean of 16.15. For total social support, the mean is 95.18 with a confidence interval 
between 92.21 and 98.16, with a minimum value of 49 and a maximum of 149. We noticed that men have better 
perception of social support that women in all factors except for financial support, but the differences are not 
significant, so we may affirm that perceived social support is independent of sex. Regarding the family Apgar, the 
minimum indexes obtained are 0 and the maximum, 10. Mean values range between 7.85 for male and 7.92 for 
females. The confidence interval of 95% for the mean of the sample lies between 7.52 and 8.24 points. 76.3% of the 
sample believes that their family is highly functional. We also note that dysfunctional families are few in number 
since only 5.0% of participants expressed that opinion and moderately functional families are more prevalent for 
males than for females. 
As for the clinical self-concept inventory, mean values range between 11.21 in the impulsivity/activity factor and 
18.87 in the self-efficacy factor. The mean self-concept value is 62.55. Self-concept is not influenced by the fact of 
being men or women, although one can notice a greater tendency for males with regard to self-efficacy, 
psychological maturity, impulsivity/activity, and total self-concept, and for females with regard to 
acceptance/rejection. 
With regards to cognitive anxiety, the values range between 7 and 32, with a mean of 18.74 and a standard 
deviation of 6.43. With regard to somatic anxiety, the maximum and minimum values were 7 and 32 respectively, 
with a mean of 18.78 and standard deviation of 5.22. In cognitive-somatic anxiety the minimum value was 15 and 
the maximum was 62 with a mean of 37.52 and a standard deviation of 10.84. The Kolmogorov-Smirnov (k-s) 
normality tests only show statistically significant differences in cognitive anxiety (Ks=0.081, p=0.012). The t-test 
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shows that women have higher rates of cognitive and somatic anxiety as well as overall anxiety than men from the 
values found in statistical differences ranging from the significant, for somatic anxiety and quite significant for 
cognitive and overall anxiety. 
Regarding the Eysenck Personality Inventory, for the extroversion/introversion factor, the minimum and 
maximum score were 6 and 20 respectively with a mean of 12.18 and a standard deviation of 3.44. The minimum 
and maximum values for the neuroticism/stability factor were 6.0 of 23 respectively with a mean of 13.08 and a 
standard deviation of 3.03. The K Ks normality tests have very significant statistical differences (K=0.067, p=0.005) 
for extroversion/introversion and (K=0.115, p=0.004) for neuroticism/stability. Although statistically significant 
differences were not found for the extroversion/introversion factor, women tend to be more introverted than men 
(t=0.232, p=0.816). As for the neuroticism/stability factor, the score reveals that women are more neurotic than men 
with a rather significant statistical difference (t=-3066, p=0.003). For the extroversion/introversion personality 
factor, 53.1% of the sample is classified as introverted with prevalence in both sexes, 53.4% for men and 52.8% for 
women. The sample contained 43.8% intermediately introverted people and only 3.1% were extroverted with more 
cases found in the group of women than men. Regarding the neuroticism/stability factor, just over half of the 
respondents (51.3%) classified themselves as intermediate, 45.6% as stable and 3.1%. as neurotic. Moreover, the 
stable people are more prevalent among men than women, with 53.4% and 36.1% respectively, while the 
intermediate people were the complete opposite with 58.3% for women and 45 5% for men. In both cases the 
residual values indicate statistically significant differences. 
The Quality Scale presents minimum and maximum values for each factor, although they are dependent on the 
number of items that constitute them. They oscillate between 1 in change in health and 30 in change in physical 
function with a mean of 18.42 for this factor and 3.10 for change and health. 
The normality Ks tests were significant for all factors except general quality of life. We noted that 58.8% of 
patients classified themselves as having a satisfactory quality of life. Men have higher rates, 60.2%, but the 
difference between the groups is not statistically significant. As for a very satisfactory quality of life, this is 
mentioned by 13.9% of women and 9.1% of men, constituting only 11.3% of all respondents. There is a certain 
tendency for women to have better quality of life in physical function, general health, social function, emotional 
performance, and changes in health than men, who have better levels of quality of life in the other factors as well as 
the overall quality of life. 
With regards to quality of life and age groups, in a first analysis of the results we found that the correlations 
range from the smallest for general health (r=0.006) to the reasonable for physical function (r=0.479), being 
negative among all factors other than the change in health factor, which confirms that quality of life worsens with 
the progression of age, or in other words, the younger, the better the quality of life. The correlation coefficients 
indicate that age explains 22.94% of changes in physical function, 12.04% in emotional performance and 13.69% in 
overall quality of life. We have found that the group rated with a very satisfactory quality of life is 51 years old or 
less. The differences found in this age group are statistically significant. Unsatisfactory quality of life emerges in the 
groups aged 74 or older with 30.9% and with significant differences. 
The correlations between physical function and independent variables range from the smallest for financial 
support (r=0.021) and the reasonable for age (r=-0.479) with an inverse relationship between age, duration of 
haemodialysis, socioeconomic status, cognitive and somatic anxiety and neuroticism/stability and a direct 
relationship with the other factors. This leads us to assert that the higher rates of the variables described above, the 
more sever the quality of life with respect to physical function, but the better the quality of life with the variables 
where there is positive correlation. The differences are not statistically significant except for financial support 
(p=0.395) and psychological maturity (p=0.111).  
Predictors of physical function are age, overall anxiety and the extroversion/introversion personality factor. The 
correlation between these variables has a positive and reasonable relationship with physical function (r=0.587) 
explaining 34.5% of the variation for physical function. 
Of all variables it is the socioeconomic ones which have the highest correlation with physical performance (r=-
0.364), while financial support is the factor with the lowest correlation (r=0.094). Moreover, physical performance 
has negative relationships with the variables in the model described above with statistically significant differences in 
all of the variables except for duration of haemodialysis and financial support. There is a marginal statistical 
difference between the family Apgar and the impulsivity/activity factor with regards to social support. 
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The socioeconomic variables, age, and cognitive anxiety have an inverse relationship with physical performance 
and a direct relationship with extroversion/introversion. Therefore, we may affirm that the lower the socioeconomic 
status, the older the participants in the study and the higher the rates of cognitive anxiety, the more severe the 
physical dependence, but less so in extrovert haemodialysis patients. 
Cognitive anxiety correlates highest varying however inversely (r=-0.378). In contrast, self-efficacy is one whose 
correlation where the quality of life, pain factor has the lowest values (r=0.055).  
Correlations between general health and the remaining variables are negative with age, duration of 
haemodialysis, socioeconomic status, cognitive anxiety and somatic anxiety and overall neuroticism/stability. 
Correlations with the other variables are positive with no statistically significant difference except for age. 
A decrease in the quality of life of general health corresponds to increased rates of somatic anxiety and duration 
of haemodialysis and a decrease in the indices of the personality extroversion/introversion and social support 
factors. 
Social function has an inverse relationship with age, duration of haemodialysis, socioeconomic status, with all of 
the anxiety factors and the neuroticism/stability personality factor. It has a positive relationship with the remaining 
factors. 
The first variable to enter the regression model was social support with a correlation coefficient of 0.397 and an 
explained variance of 15.8%. The estimated error was low, 1.942. The family Apgar, age, and somatic anxiety 
variables entered the final model successively. These variables explain 25.8% of the social function. Overall social 
support, family Apgar, age and somatic anxiety are predictors of social function. 
Emotional performance has negative relationships with age, duration of haemodialysis socioeconomic status, 
cognitive, somatic, and overall anxiety and with the neuroticism/stability personality factor and positive 
relationships with the remaining variables. 
We found that age has greater predictive weight than socioeconomic status and psychological maturity. The first 
two variables vary inversely and the last one directly, meaning that an increase in the rates of psychological maturity 
and decrease in age and socioeconomic status, there will be a corresponding increase in rates of emotional 
performance. 
The only predictor of mental health is the neuroticism/stability personality factor because it was the only one in 
the regression model. 
The family Apgar, all of the social support and self-concept factors, as well as the extroversion/introversion 
personality factor, have a negative relationship with the change in health variable and a positive relationship with the 
remaining variables. This means that change in health is all the better, the higher the rate with which it has positive 
relationships and the more severe with the variables where the relationships are negative. The differences found in 
this association are only statistically significant with age, self-efficacy, cognitive, somatic, and overall anxiety.  
In short, with these results we may state that the age and overall anxiety are the only predictors of the dependent 
variable changes in health, confirming the hypothesis for these variables but not confirming it in relation to other 
variables which are not in the regression model. Thus, the older the patients with higher rates of overall anxiety, the 
more severe are the changes in health. 
The results indicate us that among these variables, the correlations oscillate between very weak for duration of 
haemodialysis (r=-0.168) and reasonable for socioeconomic status (r=-0.422), with negative relationships with age, 
duration of haemodialysis, socioeconomic status, anxiety factors and neuroticism/stability personality factor, and 
positive relationships with the remaining variables. These differences in associating the variables are all statistically 
significant. 
The first variable to enter the model with a higher correlation in absolute values was socioeconomic status. The 
influence of this variable alone on quality of life is 17.8%, corresponding to the determination coefficient. The 
difference between the observed and estimated value for quality of life gives us an estimation error of 18.121, which 
is quite high. In the second regression model, cognitive anxiety was associated with the first variable, which together 
went on to explain 26.1% of the total variance in quality of life. The successive entries of age and extraversion 
personality factor respectively in the third and fourth model amounted to 39.8% explained variance, which is quite 
reasonable and the error decreased to 15.773. 
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Altogether the four variables have a positive and good relationship (r=0.624) with quality of life. Regarding F 
and t values, it was found that they were always significant in all regression models, so that we may say that the 
variables in the regression model entries have explanatory power. Finally the standardized beta coefficients suggest 
that cognitive anxiety has the most predictive weight on quality of life, followed by age and socioeconomic status. 
These three variables vary inversely. The variable with the smallest predicted weight is extroversion, which varies 
directly, i.e., a decrease in quality of life corresponds to an increase in age, the rates of cognitive anxiety and 
decreased levels of socioeconomic status and extraversion rates. 
Upon completion of the various regression analyses for each of the multiple factors that constitute the dependent 
variable, quality of life, we can say in short: age, overall anxiety and extraversion are predictors of physical 
function; socioeconomic status, age, cognitive anxiety and extraversion are predictors of physical performance; 
cognitive anxiety, duration of haemodialysis, age and sense of responsibility/demand are predictors of pain; somatic 
anxiety, duration of haemodialysis, extraversion and financial support are predictors of overall health; extraversion, 
cognitive anxiety, age, and total social support are predictors of vitality; total social support, family Apgar score, age 
and somatic anxiety are predictors of social function; socioeconomic status, age and psychological maturity is a 
predictor of emotional performance; neuroticism/stability is the only predictor of mental health; age and total 
anxiety are predictors of change in health; socioeconomic status, cognitive anxiety, age and extraversion are 
predictors of quality overall of life. 
 
7. Conclusion 
With a sample of 160 patients, 55.0% of males and 45% females. The minimum age is slightly higher in women 
than in men, 29 years, versus 19 years for men, and the maximum age for women also slightly higher, 89 years for 
men and 90 years for women. With regard to the male subjects, the highest percentage (57.5%) is aged over 74. The 
age group has the highest percentage is between 52 and 67 (26.3%). Regarding marital status, the differences 
between men and women are not significant, with the highest percentage being “married.” As for academic 
qualifications, a large percentage of our respondents only has primary education (60%). In profession/occupation, 
the highest percentage is “retired.” It was found, however, that before haemodialysis treatment, 55% of men and 
30% of women worked full-time. With respect to cohabitation, the vast majority of the sample lives with a spouse. 
In terms of socioeconomic status, 57.5% is in the middle class and 23% said they belonged to the lower class and 
18.8% said they belonged to the upper and upper middle class. 
Regarding duration of haemodialysis, we found that most of the sample has had haemodialysis treatment for 
between two and four years, although 32.5% of the sample mention they have undergone treatment for over five 
years. With regards to missing haemodialysis treatments and the number of hospitalizations in the previous two 
months, the percentages were low, which may mean that the entirety of our sample is in good general condition and 
that, furthermore, they have internalized the need for treatment, thereby accepting it better. Only 10% of the sample 
has already undergone kidney transplantation. 
According to the statistics relating to social support, we found that men have a better perception of social support, 
particularly in relation to financial support. 
Regarding family support, 76.3% indicate that their family is highly functional.  
According to the statistics relating to self-concept, we did not find significant differences between males and 
females. However, there is a greater tendency for males with regard to self-efficacy, psychological maturity, and 
overall self-concept, and for females with regard to acceptance/rejection. 
As for the cognitive-somatic anxiety variable, we found that there is a higher prevalence of mild (46.9%) and 
moderate (30.6%) anxiety, with nearly no percentage of marked anxiety. On the other hand, the greatest prevalence 
of mild anxiety (54.5%) is in males and moderate anxiety (61.2%) in female patients, with the difference in both 
cases being statistically significant.   
It is worth noting that from the statistics on the personality variable, we found that despite the 
extroversion/introversion factor not providing statistically significant differences, women tend to be more 
introverted than men. Regarding the neuroticism/stability factor, the score reveals that women are more neurotic 
than men with a rather significant statistical difference. With respect to the neuroticism/stability factor, we found 
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that just over half of the respondents (51.3%) were classified themselves as intermediate, 45.6% as stable and 3.1% 
of the sample as neurotic. 
Regarding quality of life, 58.8% classify themselves as not having a satisfactory quality of life. Men have the 
highest rates (60.2%), but the difference between groups is not statistically significant. A very satisfactory quality of 
life is mentioned by 13.9% of the women and 9.1% of the men, constituting only 11.3% of all respondents. In any 
case, there is a notorious tendency for women to have a better quality of life than men in physical function, general 
health, social function, emotional performance, and changes in health. Men, on the other hand, have better rates of 
quality of life in the remaining factors and overall quality of life. However, in considering quality of life scores and 
age groups, we found that within the group with a very satisfactory quality of life, half of them were aged 51 or less, 
35.4 % of that same age group also had a satisfactory quality of life. The differences in this age group are 
statistically significant. We found that unsatisfactory quality of life emerges in the older age groups, particularly in 
the participants aged 74 or more (30.9%), with and significant differences. From these results we may conclude that 
quality of life tends to be lower with increasing age. 
We conclude: age, overall anxiety and extraversion are predictors of physical function, socioeconomic status, 
age, cognitive anxiety and extraversion are predictors of physical performance; cognitive anxiety, duration of 
haemodialysis, age and the sense of responsibility/demand are predictors of pain; somatic anxiety, duration of 
haemodialysis, extraversion and financial support are predictors of overall health; extraversion, cognitive anxiety, 
age, and total social support are predictors of vitality. 
Total social support, family Apgar, age and somatic anxiety are predictors of social function, socioeconomic 
status, age and psychological maturity are predictors of emotional performance; neuroticism/stability is the only 
predictor of mental health; age and overall anxiety are predictors of change in health; socioeconomic status, 
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